H A, woman aged 88 History: Admitted with a two-week history of pain in her right foot superimposed on a history of claudication. On examination: An otherwise fit woman for her age. Both common femoral pulses were present but all peripheral pulses in the legs were absent. An ischemic ulcer about 2.0 cm diameter was present just above the right medial malleolus. Investigations: Hb 11.9 g/100 ml. Normal electrolytes. Urea 60 mg/100 ml. Random blood sugar 95 mg/100 ml.
Progress: A right lumbar sympathetic block was performed, first with 1 % plain lignocaine and then 5 % phenol in glycerine. The ulcerated area on the right foot remained painful. Next investigation: Femoral arteriogram: Tortuous right common iliac artery. Widespread atheroma in the whole of the femoral artery which was occluded in the upper end of the adductor canal. Good collateral circulation. Poor peripheral run off.
Subsequently the foot continued to remain painful and a right below-knee amputation was performed utilizing a long posterior flap myoplasty.
Postoperative progress was rapid and uneventful, the patient taking her first steps on a temporary pylon within seven days of operation and walked in a patellar tendon bearing prosthesis three months later.
At present, aged 91, she uses her artificial limb daily and is able to negotiate stairs.
Discussion
This 88-year-old patient with peripheral vascular disease has been presented to emphasize what can be achieved in terms of rehabilitatiop. using a conservative amputation technique.
The problem with these cases is that the factors involved in wound healing directly oppose the considerations of rehabilitation which are associated with the length of the amputation stump (Robinson & Vitali, personal communication)). If they are to heal, the tissues must have an adequate blood supply, and Taylor (1967) recommended that amputation should be performed below the most palpable distal pulse. If healing is taken to be the prime consideration, however, the majority of these cases will undergo an aboveknee amputation. This is shown in Table 1 .
For the patient to walk after such a procedure, he will wear an ischial bearing prosthesis which is difficult to take on and off and also lacks the proprioception and mobility which only a knee can provide. Compare this with the below-knee amputee who has a relatively light patellar tendon bearing (PTB) prosthesis which is easy to take on and off and whose stump also gives him greater mobility in bed. Should the patient become a bilateral amputee, he has a greater chance of subsequently waLking with two PTB than two ischial bearing prostheses.
It has, therefore, been our practice to perform a below-knee amputation where ever possible although the final decision is taken at the time of operation from the amount of bleeding of the cut flaps. Formerly, below-knee amputation by conventional methods, i.e. equal anterior and posterior flaps, or long anterior flaps, have healed badly in cases of peripheral vascular disease and earned this site of amputation a poor reputation. We have adopted the long posterior flap myoplasty (Burgess & Romano 1968) by which technique relatively well vascularized tissue is used to cover the end of the stump.
Preoperative preparation begins with general attention to the patient's cardiovascular and respiratory status, and physiotherapy to arm, shoulder and trunk muscle groups, as well as attempts to overcome any tendency to contracture. Where possible the patient is taught how to walk between parallel bars, the affected limb being supported by a kneeling platform prosthesis. The patient is also measured for a temporary ischial bearing pylon which will be used postoperatively until the stump is mature enough to be fitted to a PTB pylon.
Immediately preoperatively, dehydration is prevented by cautious intravenous fusion, and penicillin is administered. The leg is prepared with povidone-iodine before arrival in theatre where before repeating the preparation a wool pad is placed at the perineum to prevent the dissemination of clostridial spores. The technique of the operation is well described elsewhere (Burgess & Romano 1968) .
Postoperatively physiotherapy begins with the patient lying prone, where possible, for three ten-minute periods daily to prevent contracture. From about the fourth postoperative day exercises continue along preoperative lines with passive, graduating to progressively more active, mobilization of all locomotor groups. Special attention 
Fig 1 Redhead modification ofthe Littlepneumatic prosthesis
is given to overcoming contracture, and to strengthening the contralateral limb although the more active exercises are reserved until removal of sutures at about three weeks. It is desirable to achieve ambulation as early as possible, not only to boost morale, but also to maintain and stimulate normal postural reactions and balance (Davis 1973) . This was accomplished here, seven days postoperatively by using the pneumatic prosthesis (Fig 1) modified at the Limb Fitting Centre, Queen Mary's Hospital, Roehampton by Dr R Redhead from a design by Little (Little 1971) . This consists of a double outer plastic cylinder which extends from the groin to a point distal to the end of the stump, and a smaller inner plastic bag which is invaginated on itself to contain the end of the stump. Both these are inflated to a pressure of 40 mmHg, and an adjustable metal frame with rocker base is attached by encircling webbing straps. This prosthesis may be applied over dressings. Subsequently, the patient graduates to the temporary ischial bearing pylon, and is taught the basic essentials of a good gait pattern, such as stability in stance on the prosthesis, equal size steps, smooth weight transference and avoidance of circumduction, together with adaptation to walking on an artificial limb and getting used to taking weight on the socket. When the stump has adequately matured, rehabilitation continues along these lines with the definitive PTB prosthesis.
Dr V W Johnson asked why the standard sutures (? silk) were frequently associated with infection while the nylon sutures were not. Dr Rossi said that monofilament nylon sutures excited less local tissue reaction than braided silk and, being non-absorbent, there was less capillary action.
An Unusual Case of Hypercalcaemia S C Morrison MB MRCP' (for Arnold Bloom MD FRCP) (Whittington Hospital, London N19) A W, woman aged 65 History: June 1957, aged 49, referred with a firm goitre, associated with exophthalmos, lid retraction and a pulse rate of 96. Radio iodine uptake confirmed a diagnosis of hyperthyroidism. After three months of carbimazole therapy, partial thyroidectomy was carried out. Three days postoperatively she complained of facial paresthesix and the next day Chvostek's and Trousseau's signs became positive. The serum calcium was 7.3 mg/100 ml. Treatment was given, in the form of calcium gluconate and calciferol by mouth, with gradual disappearance of symptoms, and return of the serum calcium to normal. By the time of discharge, she was stabilized on calciferol 1.25 mg twice daily (100 000 units daily) and dihydrotachysterol 1 ml daily. She was also placed on L-thyroxine 0.1 mg twice daily. For the next fifteen years she remained well, apart from the occurrence of a carcinoma of the sigmoid colon, which was successfully resected in 1965 (Histology: poorly differentiated, Dukes' stage B). She remained normocalcemic throughout this period, although the dihydrotachysterol was discontinued in 1965 (Fig 1) . In January 1973, at the age of 65, she attended for routine follow up, and again complained of 'Present address: High Meadow, Bucklow View, Bowdon, Cheshire
